gynecologically for the results of this illness. In September 18G8 she missed her menstrual period, and in the beginning of October, with great general suffering (high nervous irritability, weakness, severe pains in the region of the abdomen and pelvis), a distinctly palpable swelling appeared on the right side close to the enlarged uterus, which, in the beginning of November, was about the size of a man's fist, tense, ovoid, and very sensitive. It came close up to the uterus, which was pushed to the left of the middle line and enlarged to twice its normal size, while its upper extremity passed upwards a little in front of and higher than the uterus; below this it descended by the right side of the uterus, and its lower extremity reached the pouch of Douglas. On the 8th November a severe attack of pains ensued, which, proceeding from the right inguinal region, spread over the whole abdomen, severe vomiting, faintings, pallor, from rupture of what we had diagnosed as the sac of a tubal pregnancy.
Nevertheless the woman recovered in a few days from this threatening condition, and was kept in bed under careful watching and diet till the 22nd November. On this day, when she was accidentally unwatched, the patient was seized by a great desire to go to stool, rose from the bed, and during the effort of defecation fell from the night-stool to the floor in an unconscious state. I found the woman in the well-known condition of an attack of internal haemorrhage, with a rapidly developing acute peritonitis. After four months the patient was able to leave her bed. The whole posterior part of the pelvis was occupied by an uneven cicatrized mass, most marked on the right side, which fixed the uterus in front and to left side. In two months more, during which the milk treatment and salt-water baths were employed, the menses again made their appearance.
The uterus was now found to be elongated, fixed and drawn backwards towards the right side of the pelvis by a firm cicatrized mass of irregular consistence.
Case II.?Mrs F., very stout, innkeeper, 30 years old, bore a living child ten years ago ; after artificial expression of the placenta puerperal fever set in, which confined the woman to bed for two months. In January 1869 menstruation?which, although extremely small in amount, was always regular?ceased, and the subjective phenomena of pregnancy made their appearance. These, especially the vomiting and urinary troubles (agonizing ischuria and dysuria), rose in the end of February to a marked degree. At last the woman spent day and night in a miserable manner, suffering from uninterrupted pains and a constant desire to micturate, and became very weak. The examination on February 25th showed plentiful colostrum in the well-developed breasts, and the abdomen swollen, with more decided prominence of the right inguinal region. Here a slightly bulging tumour appeared on percussion and palpation. The anterior vaginal wall was seen to be pushed downwards ; the urethral canal projecting; the soft, swollen, and somewhat enlarged uterus bent backwards and to the right side?its left border was easily felt; the left ovary, slightly increased in size, could be felt high up on the pelvic wall and movable. The right uterine border lay so close to a swelling that one could not distinctly define it. This tumour was extremely painful to the touch, and lay firmly upon the anterior surface of the uterus ; it was larger than the first, and spread upwards and to the right above Poupart's ligament Here, apparently, it was firmly adherent to the anterior abdominal wall. In order to interrupt the course of this rightsided tubal gestation (as it was diagnosed) an exploratory trocar of medium size was introduced into the tumour close above Poupart's ligament. There flowed from it about a teaspoonful of a thin, pale red-coloured fluid, which could not be farther examined. Immediately following this there set in, with high fever, an attack of pelvic peritonitis, the inflammatory irritation spreading to the abdominal peritoneum. The exudation which filled the right inguinal region and the pouch of Douglas was reabsorbed very slowly. After six months there still remained in the position of the tumour a firm, hard swelling, about the size of a child's fist, somewhat sensitive to the touch.
Case III.?Mrs L., of spare build, 28 years old, as a girl remarkably healthy, married at 24, at 26 has born a full-time child naturally, and passed through a healthy puerperium. In July 1873 the menses did not appear. After five weeks a slight discharge of blood occurred with slight labour pains, remarkable bodily and mental depression, loss of appetite, and sleeplessness. Within the next three weeks improvement of her health took place. During an outing the woman was suddenly seized on the street with violent pains in the lower part of the belly, and an attack of weakness resembling fainting fits. There was expelled, amidst a moderate escape of clotted blood, a shred of membrane which proved to be decidua. The examination showed the uterus soft, somewhat patulous, bent to the right side, about twice its normal size; and placed quite close to it, in the lower and anterior part of the pelvis, an ovoid tumour, very painful, and about the size of a man's fist In the next few days decidual elements were distinctly visible in the copious red and flaky discharge. In the end of September another fainting attack took place without any special cause, accompanied by the appearance of a moderate peritonitis with remittent fever, striking weakness, pallor, and a weak, rapid pulse. The tumour could now no longer be defined on account of the swelling of the neighbouring parts. The Regarding the place of attachment of the fertilized ovum to the tissues outside the uterus, and regarding the structure of the placenta there, we have no addition to the old observations nor exact histological facts. After the noise as to the disputed possibility of ovarian and abdominal gestation has been settled by the incontrovertible fact of the existence of such pregnancies, nowadays the attempt has been made to represent the whole question of the ovum implantation and the placental formation on the various extra-uterine tissues as perfectly intelligible and in harmony with the newest histological views. Thus the theca folliculi is considered as a bed which contains the elements of a mucous membrane, and which is thus quite suited for the nidation of an ovulum. The placental formation on the peritoneum near the ovaries and tubes is held to be plausible in view of the fact that this region stands in a certain genetic relation with the germinal epithelium, and that this is necessarily only a process going on in a connective tissue substratum. Who feels here firm ground under his feet ? Who would further maintain the correspondence of the implantation of the ovum on the peritoneum with the adhesions of foreign bodies and tumours in the abdominal cavity ? Here surely other circumstances come under consideration. Those who delight in analogies may here advance the later and latest histogenetic views regarding the peritoneum. They may point out that in the amphioxus, lanceolatus, in the gephyrea and other animals, the whole peritoneal cavity, by means of its epithelium, takes part in the development of the ovum epithelium.
Waldeyer and others, indeed, recently have affirmed the most internal covering of the peritoneum to be epithelium, which is supposed to have adapted itself to the changed condition, and has morphologically altered. This epithelium would belong to the archiblasts like all epithelial muscle and nerve cells. As the peritoneum, according to this, approaches mucous membrane in structure the attachment of the fertilized ovum is not contrary to reason.
There even is, histologically, no cause for astonishment if a woman with a diaphragmatic hernia should have a fertilized ovum nestled on the pleura, or, in the literal sense of the term, under the heart, or even in the pericardial sac, were that accessible, and, so far as is reconcilable with her respiration and circulation, should bring it to full development. Moreover, if any one gives rein to his fancy to have a say in earnest investigations he may unweariedly rise yet higher. The uterine milk, which has lately been recognised as an important link in the chain of organic devices for the nourishment of the child, and whether it be derived from the leucocytes or decidual cells, could just as well be imagined as being formed from the histological elements of the peritoneum. The rapid growth of the connective and vascular tissue of the maternal structures for the purpose of fixing and nourishing the ovum, when we look at the growth and nourishment of any living material introduced into the peritoneal cavity is, as it seems, a perfectly obvious phenomenon. For if we sum up all that is required on the mother's part for the commencement and continuation of pregnancy, we seek for nothing more than a comfortable, well-closed in nest of tissue, a continuous attachment for 40 weeks, and for the purpose of respiration and nutrition of the foetus a new development of bloodvessels in communication with the vascular system of the child; then the peritoneum appears in every particular remarkably adapted for this. The peritoneal cavity is just a favourite place for experimenters who wish to study the subject of transplantation of parts of tissue and even of entire organs. So the modern clinician might content himself as regards the occurrence and continuation of extra-uterine pregnancy with the histogenetic line of thought now stated. But this goes on the assumption that we here deal only with conclusions from analogy, and who does not know from many examples out of various departments of medicine how uncertain and deceptive such conclusions are ? I leave those questions with regard to which I have had no personal experience.
I must mention that adhesion, by means of which foreign bodies have become encapsuled in the peritoneal cavity, or through which tumours growing in the pelvic or abdominal cavity have become fixed, and also, as has been supposed, nourished, cannot be compared with the growth of the placenta. In the first place, I question, according to my experience, the possibility of adhesions, through procuring an increased supply of nutrition, causing tumours to grow afresh when these have not sufficient nourishment from their natural bed, or have become arrested or retrograded in development. The adhesions of such tumours are either sparinglyvascular, bleeding little when forcibly separated, or rich in bloodvessels, especially veins?the arteries being few and of small calibre. On a more careful examination of such cases, I have always recognised that some passive congestion in the tumour has caused the dilatation of the veins in the adhesions. If the circulation be disturbed in the pedicle of a tumour (which might consist of the uterus itself), by torsion, inflammatory deposit, or traction,, this disturbance will affect first more especially the veins, the arteries being relatively slightly affected. This fact is familiar to the obstetrician in the case of compression or traction of the cord.
The numerous veins in those adhesions act as channels of relief often of great extent, when the tumour is passively congested. Of entirely different nature are the adhesions, which stretch between malignant tumours and the peritoneum. These are rich in vessels, specially arteries, and form at the same time channels for the further growth of the new formation. The increase in size of a non-malignant tumour, which has been wholly or in part cut off from its natural bed and surrounded by adhesions, does not consist in an actual growth of its own substance, but either in a suddenly increased congestion, which is not relieved through the wide collateral veins, or a sudden blood effusion into its substance with destruction of the same (sometimes into pre-existing spaces in the tumour), or finally of growth of cysts, with rapid increase of their various contents. Neither these sparingly vascular adhesions, nor those rich in vessels, especially veins, can histologically or functionally be compared with the development of the placenta in the peritoneal cavity. It is just from certain processes in the development of an extra-uterine gestation that we can recognise the great difference between these two formations. When the ovum develops in the abdominal cavity it becomes attached to the maternal tissue, not only by means of the placenta, but also by adhesions all round; it forms for itself a capsule composed of peritoneal adhesions. But the ovum is not nourished by these.
Further, there have been described adhesions which form round a foetus, which has escaped from a burst extra-uterine gestation sac, and by means of which the tissues of the same may be preserved for a long time, while the foetus itself shrivels up; the foetus itself cannot develop and grow by means of those adhesions.
All those adhesions form ultimately long-persisting structures, which in many cases become thicker and firmer and more numerous.
How different from this in every respect is the formation of the placenta!?a new formation of bloodvessels and connective tissue limited to a more or less circumscribed area, growing rapidly, adapted to convey oxygen and nutrient material from the mother, and to pass it on to the child, so that it in a cer-tain space of time reaches a definite size and maturity; a structure, finally, which after this time shrivels up and becomes functionless. If, as 2. The opening and emptying of the latter must be done slowly, so that the placenta may not be detached.
3. The sac, especially the membranes and placenta which are left in situ, must be kept antiseptic.
To attain those ends I would make a free incision in the abdominal cavity, then stitch the sac carefully to the margin of the wound, thereafter incise the sac, cut a portion out of its wall, remove the foetus, leaving the placenta undetached ; wash out the sac carefully with disinfectants, dry it, sprinkle it with a mixture of taurin and salicylic acid, drain its deepest part with a glass tube, and finally pack it with antiseptic material (gauze or wool). The after-treatment consists of repeating the washing out, omitting the packing when the sac has dried up, and removing the drain when the discharge has lessened. The removal of the placenta and membranes is left to nature.
Dr Carmichael moved that a special vote of thanks be accorded to Professor Freund for his elaborate paper. He had always been struck with the low mortality in cases of extra-uterine pregnancy.
Dr Angus Macdonald, in seconding the vote of thanks to Professor Freund for his extremely valuable paper, suggested that the discussion of it be held over for a special meeting of the Society. They were indebted to Dr David Smart for the trouble taken in the translation of it. The paper was, however, of such compass, and touched upon so many important points, that it would require to be carefully read before it could be discussed to advantage.
After some discussion it was agreed to set apart a special night for the discussion of the paper next session, after it had appeared in the Journal and been circulated among the members.
